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Abstract  
Iatrogenic pharyngoesophageal perforations represent serious problems that are difficult to diagnose and manage. We report a case of 
pharyngoesophageal diverticulum formation due to perforation after external transcervical polypectomy. The patient was referred to our endoscopy 
unit by otorhinolaryngologist 9 days after a surgical cervical polyp resection. He was in stable general condition, without sepsis. A nonoperative 
management was attempted with percutaneous endoscopic gastrostomy placement and broad-spectrum antibiotics. Nine weeks later 
esophagography demonstrated a complete regression of both the perforation and the diverticulum. 
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Introduction 
 
Iatrogenic pharyngoesophageal perforations represent serious 
problems that are difficult to diagnose and manage. 
Pharyngoesophageal diverticulum is an acquired pouch which is 
located proximally to the upper esophageal sphincter, usually on the 
posterior hypopharyngeal wall. It has been reported as a rare 
complication of anterior spine surgery [1]. The mortality rate of 
non-operative treatment of esophagus perforations is 20-38% [2]. 
This is a conservatively managed case of iatrogenic 
pharyngoesophageal perforation due to external transcervical 
polypectomy complicated with diverticulum formation. 
  
  
Patient and observation 
 
A 57-year-old woman was referred to our digestive endoscopy unit 
by otorhinolaryngologist for cervical diverticulum. During the last 3 
years she experienced an intermittent dysphagia to solid materials, 
odynophagia and anxiety. At laryngoscopy a polyp was seen at the 
piriform sinus and confirmed by cervical computed tomography, 
pharyngoesophageal magnetic resonance imaging .Nine days earlier 
she underwent an external transcervical polyp resection. Surgery 
included cervicoeosophagotomy, polyp resection and esophageal 
repair. Subsequently, she experienced a localized cutaneous 
infection at the cervicotomy site without fever or leucoytosis. At 
barium contrast esophagography a diverticulum extending from the 
cervical esophagus down to the left side was diagnosed (Figure 1, 
A). Flexible esophagoscopy revealed a 20-mm tear at the piriform 
sinus (Figure 1, B) leading to access into a 7 x 3 cm 
pharyngoesophageal diverticulum (Figure 1, C). However the patient 
was in stable general condition without progressive sepsis. A 
decision was made to manage the case with conservative approach 
.Oral intake was stopped, a percutaneous endoscopic gastrostomy 
(PEG) was placed with aid of a biliary guidewire (0.035-inch-
diameter) advanced in the esophagus, to avoid accidental passage 
in the diverticulum. Administration of broad-spectrum antibiotics 
was continued. The patient remained stable during hospitalization. 
Nine weeks later barium contrast esophagography demonstrated a 
complete regression of the diverticulum (Figure 2) and endoscopy 
revealed complete resolution of the pharyngeal tear. The PEG was 
extracted and the patient was initiated on oral feeds. At the 1-year 




Pharyngoesophageal perforations represent serious problems that 
have considerable morbidity and potential mortality especially in 
delayed diagnosed cases. They may be due to endotracheal 
intubations and to oesophagoscopies when used for extraction of 
foreign bodies and stenosis dilation. They occur most frequently in 
the piriform sinus and in Killian's triangle. In our case the diagnostic 
of the perforation and its extent were made by contrast 
esophagography. The site of the injury was defined and the 
diverticulum seen accurately by flexible endoscopy. Currently, there 
are no published guidelines to manage these patients. Surgical, 
endoscopic or conservative approaches for the management of the 
esophageal perforation have been reported. A case of transoral 
laparoscopic suturing for a pharyngeal perforation has been recently 
reported [3]. Endoscopic clipping was not attempted in our patient 
because of technical difficulties given the tear's location at the 
piriform sinus a narrowing site. A successful treatment with fully 
covered self-expandable metallic stents for iatrogenic 
pharyngoesophageal perforations was recently reported in two 
patients [4]. It is known that conservative approach can be 
acceptable in selected patients with well-contained perforations and 
minimal cervical and mediastinal contamination [5,6] also small 
perforations tend to seal without sequelae. In this patient, without 
apparent progressive sepsis, iatrogenic pharyngoesophageal 






Our conservative attitude to treat this patient, with iatrogenic 
pharyngoesophageal perforation and diverticulum formation but 
without apparent progressive sepsis was effective. Therefore this 
attitude should be considered before any other aggressive 
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Figures 
 
Figure 1: A) cervical diverticulum that extended from the cervical 
esophagus down to the left side at barium contrast esophagography 
, B): esophagoscopic view of the 20-mm tear at the pyriform sinus 
;C): esophagoscopic view of the 7 x 3 cm pharyngoesophageal 
diverticulum with barium contrast at the bottom 
Figure 2: Regression of the pharyngoesophageal diverticulum at 
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Figure 1: A) cervical diverticulum that extended from the cervical esophagus down to the left side at 
barium contrast esophagography , B): esophagoscopic view of the 20-mm tear at the pyriform sinus ;C): 




Figure 2: Regression of the pharyngoesophageal diverticulum 
at barium contrast esophagography 
 
